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Abstract 
Medicare's Prospective Payment System (PPS) created 
economic constraints in the delivery of health care. The 
PPS confronted nurses with the reality of financial 
limitations to quality patient care. Nursing intervention 
has focused on improving the health status of patients at 
discharge, and hospitals are seeking mechanisms to decrease 
the length of stay for Medicare patients. The purpose of 
this quasi-experimental study was to assess the benefits to 
the patient of the Geriatric Nurse Clinician role within the 
hospital setting. The Neuman Systems Model was the 
theoretical framework that guided this research endeavor. 
The sample included the first 10 patients, age 55 years and 
older, admitted to a 650-bed rural hospital in North 
Mississippi, with a primary diagnosis of pneumonia. The 
independent variable was the teaching program. The 
dependent variables were the patient's health status at 
discharge and the length of hospital stay. The controlled 
variables were the patient's age, disease entity, and mental 
status. Data were collected from the control group (n = 5) 
and the experimental (n = 5) group. The experimental group 
received the teaching program. Data collection included 
health status on admission and discharge and the length of 
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hospital stay. The operational hypotheses stated that there 
would be no significant difference in the health status at 
discharge and no significant difference in the length of 
hospital stay for elderly patients admitted to the hospital 
with pneumonia who participated in an individualized 
researcher-designed teaching program for pneumonia and those 
who did not participate. Analysis of the data using the 
t test (d = .05) indicated there was no significant 
difference in either the health status at discharge or 
length of hospital stay. The data analysis resulted in 
failure to reject the hypotheses. Conclusions from this 
study were elderly patients hospitalized with pneumonia did 
not experience a shortened length of hospital stay or 
improved health status at discharge as a result of 
participating in a teaching program for pneumonia as 
implemented by a Geriatric Nurse Clinician. The findings 
reinforced the need for continued research to examine the 
benefits derived from implementation of the Geriatric Nurse 
Clinician within the hospital setting. Implications for 
nursing were discussed. Recommendations for further 
research were considered. 
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Chapter I 
The Research Problem 
Medicare's Prospective Payment System (PPS) created 
economic constraints in the delivery of health care 
unprecedented in modern history. The PPS reimbursed 
hospitals for patient services at an established rate as 
opposed to fees for services provided. The difference 
between the established rate for reimbursement and the 
actual cost of hospital service represented the hospital's 
profit or loss. 
The PPS confronted nurses with the reality of financial 
limitations to quality patient care. These limitations 
included shortened length of stay so that patients were 
being discharged while they still needed hospital care. 
Consequently, nurses have been prompted to find 
interventions to improve health status of patients at 
discharge and hospitals have been examining mechanisms to 
decrease the length of stay for Medicare patients. The need 
for such interventions has been necessary to assure elder 
patients quality patient care and to facilitate the survival 
of the American health care system. Hence, this study was 
implemented to assess the benefits to the patient of the 
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Geriatric Nurse Clinician (GNC) role within the hospital 
setting. 
Introduction to the Problem 
The Federal Government has been analyzing health care 
reimbursement for some time in an effort to contain health 
care costs. In 1983, the government replaced the 
traditional cost-based fee for service method of 
reimbursement with a new PPS based on the diagnosis related 
groups classification system. This system determined the 
exact amount paid to hospitals for the care of Medicare 
patients wherein the rate of reimbursement for patients in 
any one of 467 Diagnosis Related Groups (DRGs) was set in 
advance (Sandrick, 1983). 
Medicare has been generally available to persons 65 
years of age and older. Disabled persons also have been 
covered under the Medicare plan and consequently affected by 
the DRG regulations. The new system fundamentally changed 
the way the Federal Government paid for the health care of 
some "30 million elderly and disabled Americans on Medicare" 
("The New World," 1986, p. 60). When hospitals first 
learned of the new PPS, it was presented as a minor 
accounting shift. Actually, the system has proven to have 
the most far-reaching consequences since the Federal 
Medicare Program was established in the mid 1960s. Instead 
of reimbursing hospitals for the actual costs of treating 
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Medicare patients, the government has been paying a set fee 
according to 4 67 DRGs. The system was phased in over a 
3-year period. By 1988, one national rate applied to 
hospitals from Maine to California ("The New World," 1986). 
To the medical community the enactment of the PPS meant 
that no matter how much the cost of caring for the patient, 
the reimbursement remained constant. Hospitals benefitted 
financially if they spent less than the fixed amount, and 
they suffered loss if they spent more ("The New World," 
1986) . 
During the past 5 years, hospitals have changed from 
"overcrowded to underused . . . and hospital financing has 
s h i f t e d  f r o m  c o s t - p l u s  t o  f i e r c e l y  c o m p e t i t i v e .  . . .  In 
1970, the occupancy rate for United States hospitals was 80 
percent; in 1985 the figure was 69 percent" (Easterbrook, 
1987, p. 40). Federal regulations have presented new 
opportunities and new challenges to professionals. In order 
to survive, hospitals have found ways to decrease the length 
of stay of those patients whose hospital costs have been 
reimbursed under the PPS. Hospitals have been rewarded for 
decreasing the length of stay, which has been accomplished 
by instigating measures to prepare the patient for earlier 
discharge. 
According to Sanders (cited in "The New World," 1986), 
the "impact [of PPS] has been enormous, ... it radically 
changes the relationship between hospitals and patients" (p. 
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60). Physicians, nurses, and allied health professionals 
have been forced to take a closer look at ways to decrease 
length of stay and increase the health status of patients at 
the time of discharge. 
The new economics of medicine have created new 
incentives. Doctors have been encouraged to provide 
services in less time and more economically. These measures 
have included discharging patients earlier and better 
equipping patients to care for themselves (Sanders, cited in 
"The New World," 1986). 
The patient, as the American consumer, has spent "more 
than $400 billion annually on health care" ("The New World," 
1986, p. 60). Dychtwald (1986) believed that American 
elders were by far the largest consumers of health care. 
While these elders comprise less than 
12 percent of the population, they account for 
more than 25 percent of all prescriptions written, 
33 percent of all hospital beds occupied, and 30 
percent of all health bills paid. If these trends 
continue, by the year 2000, 50 percent of all 
health care expenses will be related to the care 
and treatment of our over-65 population. (p. xv) 
According to Brickfield (1986), Executive Director of 
American Association of Retired Persons, those most affected 
by the PPS have been the frail elderly, those 75 years and 
older. He further indicated that hospitals sometimes 
discharged patients who continued to need hospital care. 
The alternative to discharging patients before they were 
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ready has been to keep patients beyond their DRG allowance 
j.or length of stay. When this has been done the hospital 
lost money from the PPS reimbursement for that patient. The 
Department of Utilization Management at North Mississippi 
Medical Center in Tupelo, Mississippi, implied that the PPS 
reimbursement for pneumonia had resulted in the greatest 
deficit among all DRGs specific to the elderly (J. 
Tomlinson, personal communication, December 16, 1986). 
Ebersole and Hess (1989) have identified conditions 
affecting the respiratory system to be among the most common 
life-threatening disorders experienced by the aged. 
Respiratory disorders (pneumonia) have been cited as the 
fourth leading cause of death and as being responsible for 
25% of the mortality in the aged. There has been a tendency 
among the aged toward atypical responses to illness. The 
elderly patient with pneumonia may not have responded to 
lowered blood pH with an increased heart rate as might be 
expected in the younger patient. Furthermore, normal 
physiological changes in the elderly patient have resembled 
pathologic entities. This atypical response may have led to 
an incorrect diagnosis or a diagnosis made too late in the 
progress of pneumonia. It was believed by this researcher 
that the elderly's atypical response to illness may have 
been responsible for the increased length of stay associated 
with the deficit often noted in the PPS reimbursement for 
pneumonia in the elderly. 
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Ebersole and Hess (1989) contended that normal 
physiological changes occurring in the elderly (i.e., 
decreased lung capacity, exercise intolerance, and 
diminished immune response) enhanced the elderly's atypical 
response to illness. According to Boyer, Chaung, and Gipner 
(1986), hospital environments were often not designed to 
meet the special needs of the elderly patient. 
Unfortunately, the elderly have appeared to be subject to an 
increased number of complications that arise as a result of 
their hospital stays. Boyer et al. believed that in some 
circumstances the hospitalization, not the illness, may have 
been the deciding factor in the health status of the elderly 
at the time of discharge. Nurses educated specifically to 
care for the elderly have learned of the elderly person's 
unigue response to illness. Additionally, the GNC has 
acguired a broad knowledge base of how the hospital 
environment affects the elderly. 
In 1974, Burley and Currie (cited by Boyer et al., 
1986) found that the introduction of geriatric consultants 
on a hospital's acute medical ward resulted in shortened 
length of stay. A study conducted by Boyer et al. (1986) 
indicated that a program which emphasized rehabilitation in 
the acute phase of illness could have positive effects on 
both the elderly and the cost of caring for them. In this 
program prompt nursing assessment was made by geriatric 
nurses who provided for early initiation of discharge 
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planning needs. This intervention by educationally prepared 
geriatric nurses resulted in an improved health status at 
the time of discharge. 
According to Christian, Miller, Shannon, Turner, and 
Zammuto (1979), the intent of educating geriatric nurses for 
new and expanded roles was to increase and improve the 
availability of primary care services to larger numbers of 
people. Studies by Brooten et al., Burgen et al., and 
McCorkle (cited in Naylor, 1990) examined the efficacy of 
interventions by masters prepared clinical nurse specialists 
in post-hospitalization outcomes. These studies have 
documented earlier hospital discharge and health care 
savings. 
It has been estimated that nursing costs in most 
hospitals comprised between 40% and 50% of direct patient 
costs (Baer, 1987; Micheletti & Troth, 1981). Because of 
this fact, hospitals have needed to make the most of the 
nursing services they offer by expanding their services to 
include a GNC. GNCs educated for the specific purpose of 
caring for the elderly have encountered patients at the time 
of acute illness and had positive effects on the 
hospitalization of these patients. Projected positive 
aspects of the role of the GNC in the hospital were improved 
health status at discharge and shortened length of hospital 
stay for the elderly. 
As a nurse who has often cared for geriatric patients, 
this researcher has frequently been reminded of the 
financial burden encountered by many of the elderly. The 
researcher has been astounded by the impact of illness upon 
the lives of the elderly. With these concerns present, the 
researcher chose the role dimension of the GNC in a hospital 
setting, the impact of teaching upon the health status at 
discharge, and the length of hospital stay of elderly 
patients hospitalized with pneumonia, as the parameters for 
this study. 
Significance to Nursing 
The parameters addressed by this study--role dimension 
of the GNC in the hospital setting, the impact of teaching 
upon the health status at discharge, and the length of 
hospital stay of elderly patients hospitalized with 
pneumonia—were of concern to this researcher because of a 
growing interest in geriatric nursing. This research study 
about the benefits to the patient of the GNC role within the 
hospital setting contributed to nursing practice, nursing 
education, nursing theory, and nursing research. 
Nursing practice. The researcher believed that a GNC 
practicing within the hospital setting could effect change 
and help to overcome certain problems created by the PPS. 
One problem had been identified as discharging patients 
while they still needed hospitalization and were unable to 
care for themselves. Deficit reimbursement to hospitals for 
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patients who were covered by ORG classification system had 
been another problem that deserved attention. 
When the patient has been incorporated into the health 
care regime and received teaching that promoted wellness and 
continuity of care after discharge, the patient has been 
discharged within the apportioned length of stay for the 
disease entity. When discharge has been accomplished within 
the apportioned length of stay, the hospital benefitted 
economically and the patients were better prepared to care 
for themselves after discharge. 
Nursing theory. This study served to advance the 
establishment of the Neuman Systems Model as an appropriate 
framework for identifying environmental stressors that 
created patient system instability. System stability has 
been achieved through nursing intervention. The GNC role 
has best been defined as one intervening and considering all 
possible resources when planning patient care in an effort 
to help the patients maximize their strengths to attain an 
optimum state of health in the shortest period of time. 
Therefore, intervention by the GNC at the time of admission 
with a comprehensive health care regime may have contributed 
to strengthening the lines of defense, thus facilitating 
system stability. 
Nursing education. Nurses in all specialty areas, 
except pediatrics and obstetrics, have likely found more 
than half their patients to be over age 50 years. Findings 
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from this study may have contributed to the development of 
nursing curricula including a focus on care of the elderly 
and their unique response to illness. The introduction of 
teaching interventions specific to care of the elderly at 
the graduate level where GNCs are educated has been 
indicated. 
Nursing research. There has been limited research and 
empirical data on the importance of the GNC role within the 
hospital setting, demonstrated through teaching and 
incorporating the patients into the health care regime, 
toward improving the health status at discharge of elderly 
patients hospitalized with pneumonia. Furthermore, there 
was limited data on the importance of the GNC role in 
decreasing the length of stay of patients hospitalized with 
pneumonia. Findings from this study provided insight into 
the need for research to establish the effect of teaching 
upon the health status at discharge and length of hospital 
stay for elderly patients hospitalized with pneumonia. If 
such a relationship could have been indicated, the GNC role 
within the hospital setting might have readily been 
established. 
Conceptual Framework 
The Neuman Systems Model (Neuman, 1982) was utilized as 
the theoretical framework for this study about the health 
status of elderly patients hospitalized with pneumonia. 
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Neuman emphasized four basic concepts: man, environment, 
health, and nursing. 
Neuman (Riehl & Roy, 1980) assumed man to be an open 
system in contact with his environment. Man as a "total 
person encompassing all aspects of the human being" (p. 42) 
was subject to stressful encounters within his environment. 
The concept of man was viewed as an individual consisting of 
a basic structure of energy sources common to all organisms. 
This concept "incorporates man's 'normal line of defense' 
against stressors ... as well as a 'flexible line of 
defense' against possible reaction" (Neuman, 1982, p. 44) to 
a stressor. Man also had internal lines of resistance 
should a stressor break through. The basic core structure 
attempted to stabilize the individual and return him to a 
normal state. 
Neuman (1982) recognized two different types of 
environment: internal and external. Man's internal 
environment consisted of past experiences and coping 
methods, cultural background, and developmental age. This 
environment, when exposed to external environmental 
stressors such as illness and interpersonal conflict, 
determined how man reacted to those stressors and their 
consequent effect on him. 
Health was described in Neuman's model as "varying 
degrees of harmony and balance" (Neuman, 1982, p. 37) 
between man's internal and external environment. It was 
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assumed that variances from wellness occurred when man's 
interaction with stressors in the environment created 
stability. Neuman's use of the word variance suggested 
health be viewed as a continuum rather than as a dichotomy 
of wellness and illness. 
Neuman (1982) defined nursing as a "unique profession 
. . . concerned with all variables affecting the 
individual's response to stressors" (p. 46). The nurse's 
role has been that of intervenor. Nursing intervention 
based upon knowledge of the relationship existing between 
man and his environment attempted to strengthen man's 
flexible line of defense by reducing the possibility and/or 
severity of his reaction to a stressor. 
The goal of the Neuman Systems Model was system 
stability (Riehl & Roy, 1980). System stability has been 
achieved through nursing intervention in any one of three 
modes: primary, secondary, and/or tertiary prevention. 
Intervention focused on actual or potential penetration of 
man's line of defense and "can begin at any point where a 
stressor is either suspected or identified" (p. 24). 
Stressors such as illness has caused system or patient 
instability. The GNC who understood man's relation with his 
environment has recognized a state of instability and 
intervened in either of the three modes. Teaching as an 
intervention and incorporating patients into the health care 
regime may have reduced the possibility of reaction by 
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assisting patients to strengthen the flexible line of 
defense as they encountered the stressors of the 
environment. Elderly patients with pneumonia have been 
encountered by the GNC in the acute care setting. These 
patients have been taught information concerning the 
etiology and prevention of a recurrence of pneumonia and how 
to develop a health care regime that may have enhanced a 
desire to maximize health status in an effort to strengthen 
the flexible line of defense against environmental 
stressors. 
Assumptions 
The underlying assumptions for this study were 
1. Health status can be measured and/or compared. 
2. Pneumonia is an environmental stressor for elders 
impacting health care status. 
3. Patient teaching is a valid nursing intervention to 
strengthen the patient's lines of defense. 
Purpose of the Study 
The purpose of this study was to assess the benefits to 
the patient of the GNC role within the hospital setting. 
The researcher sought to establish the importance of the GNC 
role through the demonstration of teaching and incorporating 
the patient into the health care regime, thus reducing the 
length of hospital stay and improving the health status at 
discharge of elderly patients hospitalized with pneumonia. 
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Statement of the Problem 
This study sought to answer the question: Can the GNC 
through teaching and incorporating the patient into the 
health care regime reduce the length of hospital stay and 
improve the health status of the elderly patient at the time 
of discharge? 
Hypotheses 
For this study the following hypotheses were developed: 
Theoretical null hypotheses 
Ho^ There will be no significant difference in health 
status at discharge of patients who participate in a 
teaching program for pneumonia and those who do not 
participate. 
HO2: There will be no significant difference in length 
of hospital stay of patients who participate in a teaching 
program for pneumonia and those who do not. 
Definition of Terms 
For the purpose of this study, the following terms were 
defined: 
1. Health status at discharge: Patient assessment 
made by the GNC upon discharge to include measurement of the 
patient's physical health, anxiety level, and severity of 
disease. 
2. Patients: Those over age 55 years who were 
admitted to the hospital with primary diagnosis of pneumonia 
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as determined by the admissions supervisor and verification 
by chart review. 
3. Teaching program for pneumonia: A researcher-
designed program about pneumonia that included (a) a fact 
sheet, (b) information regarding the normal function of the 
adult respiratory system, (c) information explaining the 
normal physiologic changes that occur in the adult 
respiratory system after age 50 years, (d) a discussion of 
factors that predispose the adult to respiratory problems, 
(e) an explanation regarding the etiology of the current 
treatment regime, (f) information concerning the etiology of 
prevention of a reoccurrence of pneumonia, and (g) the 
development of a health care regime for the patient and 
his/her family designed to enhance a desire to maximize 
their health status by attaining the highest level of 
wellness. 
4. Length of hospital stay: Total number of days in 
acute care setting for most recent primary admission 
diagnosis of pneumonia as determined by the admissions 
supervisor and verified by chart review. 
5. No significance difference; Using the t test, the 
probability that scores would be different only by chance 
was less than 5 times out of a 100 (£ < .05). 
Chapter II 
Review of the Literature 
This review of literature has been limited as no 
research has been conducted which relates to the impact of 
teaching by the Geriatric Nurse Clinician (GNC) on length of 
hospital stay and health status, particularly in elderly 
patients hospitalized with pneumonia. Thus, the researcher 
structured the review of literature to include teaching and 
learning, patient education, and discharge planning. 
Teaching ana Learning 
It has been impossible to separate teaching from 
learning. Teaching has been defined as an interactive 
process that promoted learning and consisted of a deliberate 
set of actions that helped individuals either gain knowledge 
or perform new skills (Perry & Potter, 1989). Rudman (1988) 
defined teaching as an interpersonal influence aimed at 
changing the way persons could or would behave. With regard 
to health care, Bartlett (1984) defined patient education as 
a process of informing patients and their families about 
illness, treatment, and other health related matters, 
including how to stay on treatment plans and helping them 
change behavior. Teaching has been "most effective when 
1 6  
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responsive to a learner's needs" (Perry & Potter, 1989, p. 
519) . 
Rudman (1988) identified teaching in the role of 
helping the chronically ill patient adapt and integrate 
illness into life experience and adjust to the role of 
patient. The role of patients in the teaching-learning 
process has included participating in decision making, self-
care, knowledge of the treatment plan, adjustment of the 
treatment plan to the individual's lifestyle, and health 
maintenance behaviors. Health maintenance behaviors have 
included diet, exercise, regular checkups, and reporting of 
early symptoms of change in health. The GNC role 
established within the hospital setting encompassed the role 
of teacher. The GNC as teacher has best been able to 
develop a patient's individualized teaching plan based on 
needs and accomplish ways to meet those needs when 
incorporating the patient into the health care regime 
(Alywahby, 1989; Crosbie, 1990; Minaker & Rowe, 1985; Ross, 
1990; Templeton, 1991). 
Research by Check and Wurzbach (cited in Alywahby, 
1989) found that the elderly hold positive views toward 
learning. They conducted a survey in which 24 
institutionalized men and women were asked how they viewed 
learning. Ninety-three percent stated they could learn new 
information, and 66% said they were never too old to learn. 
The respondents in this survey identified certain barriers 
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to learning. These barriers included memory impairment, 
vision and hearing impairment, fatigue, and slower ability 
to learn. Only 40% reported they enjoyed being in groups. 
Check and Wurzbach concluded that the elders viewed learning 
as an important aspect of maturity, recognized certain 
barriers to learning, and preferred individual teaching 
rather than groups. Elders' preference for individualized 
teaching was also identified by other researchers (Down, 
1990; Minaker & Rowe, 1985). 
Alywahby (1989) conducted case studies for the purpose 
of identifying barriers to teaching elderly patients and 
methods for overcoming these barriers. One case study by 
Alywahby involved an elderly patient on a rehabilitation 
unit in a skilled nursing facility. She was admitted for 
rehabilitation after being hospitalized for a hip fracture 
and pinning. A teaching priority for the patient was 
learning about her medication regime before discharge. 
Because of a fear of being homebound, the patient's priority 
was mastering the art of climbing stairs. Only when this 
task was completed was she receptive to learning about her 
medications. From this and other case studies, Alywahby 
concluded that learning for the older adult was rewarding 
and satisfying. However, learning only took place after 
other patient priorities were met. Further conclusions from 
Alywahby's study were that the older adult could learn and 
wanted to learn only after setting personal priorities for 
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learning. Alywahby further concluded that this learning 
could have a positive impact on their health status by 
improving function, health, and wellness. Alywahby 
recommended that nurse teachers help the older person learn 
by setting mutual learning goals to enhance positive 
learning experiences for the patient. 
Patient Education 
Patient education has become one of the more important 
roles for nurses. Shorter hospital stays, increased demands 
of nurses' time, and the need to give seriously ill patients 
technical information as soon as possible emphasized the 
importance of quality patient education. Providing patients 
with needed information for self-care has been necessary to 
assure continuity of care from the hospital to the home 
(Alywahby, 1989; Haddock, 1991; Naylor, 1990). According to 
Perry and Potter (1989), a "well-designed, comprehensive 
teaching plan that fits a client's learning needs can reduce 
health care costs, improve the quality of care, and help 
clients gain more independence" (p. 519). 
Patient education has been identified as a key to 
health maintenance and illness prevention (Heckler, 1985; 
Weisensee & Ward, 1985). Accrediting agencies in the United 
States have set guidelines for providing patient education 
within health care institutions. The guidelines ensured 
patients and their families received information necessary 
to maintain the patient's optimal level of health. In the 
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United States, the JCAHO (1987) cited two standards relating 
to patient education. These standards gave special 
consideration to the patient and family in the nursing care 
plan with regard to education and knowledge and instructions 
for self-care after discharge. 
Modern health care has called for comprehensive nursing 
practice. The emphasis has been more on maintaining health 
than on simply treating diseases. Patients have become more 
knowledgeable about health and have sought involvement in 
health maintenance. Perry and Potter (1989) made reference 
to a set of patient education standards developed by the 
Alberta Association of Registered Nurses (AARN) in 1986 that 
addressed topics for health teaching. They categorized the 
purposes of comprehensive patient education to include 
health promotion, maintenance of health, illness prevention, 
and restoration of health. 
Health promotion has been a topic of widespread concern 
as the public has become more health conscious in recent 
years. People have been paying more attention to their 
health. The nurse has become a convenient resource for 
patients who wanted to improve their physical well-being. 
In the clinic or hospital the nurse has provided information 
and taught skills that allowed patients to assume healthier 
behaviors and regain improved levels of health. Perry and 
Potter (1989) listed the recommendations of the AARN in 
teaching patients concerning the restoration of health to 
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include certain facts about the patient's specific disease 
entity. Facts recommended by the AARN include anatomy and 
physiology of body system affected, cause of disease, 
symptoms, prognosis, rationale for treatment, medications, 
tests, therapies, nursing measures, methods for patient 
participation in care, and limitations posed by disease. 
With greater knowledge people have maintained better health 
habits. Perry and Potter believed that "promoting healthy 
behavior through education increases clients' self-esteem by 
allowing them to assume more responsibility for their 
health" (p. 522). 
The Department of Health and Human Services has 
inaugurated a major initiative promoting health and fitness 
among older Americans to improve life quality and to reduce 
health care costs. According to Heckler (1990), the older 
population has become a fertile ground for such an 
initiative, because "recent studies indicate that the 
elderly are extremely health-conscious and very willing to 
adopt habits that will maintain good health" (p. 225) . 
Health-promotion activities have educated people about the 
association between lifestyle health habits and the leading 
causes of death and disability. Programs have assisted 
people in changing behaviors leading to illness. Heckler 
cited other studies indicating older people had higher 
levels of compliance and behavior change than those in other 
age groups. Heckler concluded that older people constituted 
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an interested and enthusiastic audience for health 
information. Heckler recommended continued stimulation of 
health promotion activities for older Americans. 
Discharge Planning 
Changes in the health-care reimbursement system have 
placed the emphasis of health care on cost containment 
without reduction in quality. Hospitals have been expected 
to provide services with fewer resources while still 
providing effective patient care. Effective discharge 
planning was believed by Haddock (1991) to be associated 
with an increase in the health status and satisfaction of 
elderly patients. Satisfaction was important because it 
created an emotional tone facilitating patient teaching and 
learning. While receiving discharge planning, patients have 
been provided with information about their disease and 
services and support systems enhancing their abilities to 
continue self-care and health maintenance. 
Haddock (1991) conducted a study for the specific 
purpose of examining discharge planning programs for 
characteristics associated with positive patient outcomes. 
In this study, the investigator examined discharge planning 
programs to determine which structure components and process 
of hospital discharge planning programs were associated with 
appropriate provision of post-discharge services and 
increased patient satisfaction. Appropriate provision of 
discharge services was determined by comparing the patient's 
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assessed need for post-discharge services with those 
services actually provided after discharge. 
Haddock's sample (N = 80) consisted of eligible 
patients from eight rural hospitals in Texas. Patients were 
screened on admission and potential subjects were 
identified. The investigator asked the patients to answer 
questions regarding their functioning status. The patients' 
level of dependency to bathe, dress, toilet, transfer, 
eat/feed, and to perform bowel and bladder functions was 
assessed. These data were then used to determine post-
discharge needs. The subjects were contacted after 
discharge to determine their satisfaction with the discharge 
planning process as to structure, content, and continuity of 
care after discharge. 
Discharge planning programs for the eight hospitals in 
Haddock's study were reviewed. Although all hospitals had 
discharge planning guidelines and documentation policies, 
five hospitals did not have a written job description for 
the discharge planner, and six hospitals did not screen for 
high-risk patients on a regular basis. Provision of 
services and patient satisfaction variables were analyzed 
using ANOVA and chi-square tests as appropriate. The 
analyses revealed that the more structured discharge 
planning programs were associated with both greater 
provision of services and increased patient satisfaction. 
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Haddock (1991) concluded from his study that a 
significant relationship existed between the degree of 
structure formality in a discharge planning program and the 
positive outcomes. Haddock recommended that for the frail 
elderly, effective discharge planning for continuity of care 
be enhanced by nurses using a carefully structured program 
to assess the post-hospital needs and a follow-up program to 
solve any post-discharge problems. 
A review of recent health care literature revealed that 
three broad categories of activities based on assessment of 
patient needs have been generally accepted as components of 
discharge planning. These categories were patient and 
family teaching, coordination of informal support, and 
formal referral to community agencies (Brillhardt, 1986; 
Neville et al., 1988; Safran, 1989; Schlemmer, 1989; 
Solomon, Beck, & Gordon, 1988, cited in Farren, 1991). 
Nurses have long recognized the significance of discharge 
planning to assist their patients in making a smooth and 
safe transition from hospital to home. Nurses have been 
instrumental in planning and carrying out teaching protocols 
and assisting patients and their families in obtaining 
professional help after discharge. 
Methods to Decrease the Length 
of Hospital Stay 
Farren (1991) conducted an experimental study that 
addressed the effects of early discharge planning on the 
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length of stay (LOS). Early discharge planning was defined 
as discharge planning that was implemented during the first 
24 hours of hospital stay. Farren hypothesized that 
discharge planning begun within 24 hours of a patient's 
admission would facilitate a decrease in LOS of patients 
hospitalized two or more days. Systematic sampling selected 
patients into the study at the time of their admission. 
Farren's sample (N = 432) was found in a southwestern 
medical center. Patients were divided into two groups. The 
174 subjects in the experimental group were provided 
discharge planning within 24 hours of admission. The 258 
subjects in the control group received discharge planning 
only when and if their physicians ordered it. Length of 
stay for the sample was 2 to 101 days: 2 to 101 days for 
the control group and 2 to 41 days for the experimental 
group. 
Farren (1991) found significant difference in the 
length of hospital stay of patients in the experimental 
group (p < .05). Their length of stay was reduced by 0.81 
days. The hypothesis was accepted. The difference in LOS 
with early discharge planning represented a significant 
potential savings to the patient and the hospital. Farren 
suggested one of the most significant findings of his study 
was the possibility to justify tne cost-effectiveness of 
nursing care. While the generation of fiscal resources has 
been the province of the business administrator, the astute 
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management of those resources has remained very much within 
the scope of nursing's expertise. 
Farren (1991) concluded that findings from his study 
affirmed nursing's impact on health care delivery. Farren 
further concluded from the study that according to patient 
responses, the discharge planning activities gave many 
patients a positive attitude toward their recovery. He 
suggested future nursing research be conducted to ascertain 
whether there are esoteric benefits of suggesting to 
patients very early in their hospitalization that the 
caregivers are working toward their homecoming. 
Holden (1989) conducted a study involving elderly 
patients at a large, urban teaching hospital. These 
patients were assigned to regular or early intervention 
group. intervention in the control group was initiated 
according to routine process (regular) of the institution. 
Intervention in the experimental group was implemented 
primarily by social workers within a 24-hour period (early) 
immediately following admission. 
The purpose of Holden's study was to test the 
hypothesis that early intervention reduced excessive 
hospital stays (beyond DRG allowances) and thereby 
facilitated the institution's ability to adhere to DRG 
guidelines. Subjects were identified by daily admission 
sheets, and each was designated, alternately, as a regular 
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(control, n = 107) case or as an early intervention 
(experimental, n = 112) case. 
For both groups in Holden's study, measurements of 
level of functioning and level of social support system were 
to be made within 24 hours of admission. The level of 
functioning was measured through the use of a scale of the 
OARS Multidimensional Functional Assessment Questionnaire. 
The level of social support system was measured by a 
summated scale that ascertained whether assistance was 
available to the patient on at least a weekly basis from 
sources such as family, neighbors, friends, religious 
communities, or community agencies. 
Holden's basic research design was a multivariate-
correlational design. The design permitted the study of 
simultaneous influences of the independent variables (level 
of functioning, level of social support system, day of 
social work intervention, and amount of social work 
intervention) on the dependent variable, the excess of 
actual length of stay over DRG-allowed length of stay. 
Multiple regression analysis was used to analyze the 
relationships between the dependent variable and the 
independent variables. The o < .05 level of significance 
was set for statistical hypothesis testing. 
In Holden's study, data were collected on 219 patient 
admissions. The experimental group experienced a difference 
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of 0.2 days of excess hospital stay less than the control 
group. Findings of the study were 
1. Excess length of stay over DRG-allov.'ed length of 
stay was positively related to the elapsed time before 
social work diagnosis and intervention. 
2. Excess length of stay over DRG-allowed length of 
stay was negatively related to the level of functioning of 
the patient. 
3. Excess length of stay over DRG-allowed length of 
stay was negatively related to the amount of social work 
intervention. 
Hoiden (1989) concluded 
1. The advantage to the hospital of early and 
significant intervention warranted the placement of skilled 
clinicians in the discharge planning role. 
2. Discharge planning must be viewed as commencing 
with a psychosocial diagnosis of the patient at or 
immediately after admission, and as extending over the 
entire period of hospitalization. 
3. identification of particular kinds of problems or 
resources could serve as a basis for choosing among various 
kinds of interventions. 
4. As the discharge planning role of social work was 
seen in the light of these findings, a higher status should 
be accorded to that function within the institution. Hoiden 
recommended further research in this area should include a 
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measure of patient perception of the adequacy of discharge 
planning activities, an evaluation as to whether discharge 
planning was meeting patient needs, and a measure of quality 
assurance of the implementation of discharge planning. 
Kennedy et al. (cited by Naylor, 1990) conducted a 
study for the purpose of assessing the benefits to elderly 
patients of a comprehensive discharge planning protocol 
implemented by a nurse specialist. Kennedy et al. reported 
a significantly reduced length of stay for subjects in the 
experimental group as compared with the control group. The 
control group of patients received routine discharge 
planning by the patients' primary nurse assisted by other 
members of the health care team. Patients in the 
experimental group received the routine discharge plan plus 
gerontological nurse specialist services and a comprehensive 
discharge planning protocol developed specifically for the 
elderly. For patients in the experimental group, length of 
hospital stay was reduced by a mean of 2 days, and the mean 
time between discharge and hospital readmission was 
increased by 11 days. The readmission rate over the 8 weeks 
of the study was 29% for the experimental group as compared 
with 35% for the control group. An average difference of 
$1,311 in total hospital costs was found, with the control 
being significantly more costly. 
Kennedy et al.'s sample (N = 80) included subjects 
discharged to nursing homes. Findings from other 
30 
investigators, Saltzs et al. (cited by Naylor, 1990) 
suggested that the use of a comprehensive discharge planning 
protocol facilitated earlier discharge to settings such as 
nursing homes but may have had less impact on earlier 
discharge to patients' own homes because of the problem 
encountered in obtaining post-discharge home services. 
Naylor (1990) conducted a randomized clinical trial to 
examine the effects of a comprehensive discharge planning 
protocol implemented by a Geriatric Nurse Clinician (GNC) as 
compared to the hospital's general discharge planning 
procedure. A sample of 40 hospitalized elderly patients 
were utilized in this study. The subjects' mental status 
was screened using the Short Portable Mental Status 
Questionnaire (SPMSQ). The subjects' functional status was 
screened using the Enforced Social Dependency Scale (ESDS). 
In Naylor's study, subjects in the control group (n = 20) 
received a general discharge plan used by the medical center 
for all categories of patients. The experimental group 
(n = 20) received a discharge planning protocol in which the 
GNC assumed responsibility for all phases of the discharge 
planning process. 
Naylor (1990) found no statistically significant 
difference between groups in the length of initial patient 
hospitalization. However, when the groups were compared on 
the number of subjects who were rehospitalized during the 
study period, a statistically significant difference was 
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found. Three subjects in the experimental group reported a 
total of four rehospitalizations; 11 subjects in the control 
group reported a total of 12 rehospitalizations. The mean 
length of rehospitalization stay for subjects in both groups 
was 15 days. 
Naylor (1S90) concluded that comprehensive discharge 
planning implemented by a GNC was necessary for positive 
patient outcomes and decreased rehospitalizations indicative 
of an improved health status at discharge. Naylor 
recommended continued investigation of the impact of 
comprehensive discharge planning for hospitalized elderly 
using a larger sample and various disease entities. 
In conclusion, the researcher identified several 
points. A positive relationship existed between teaching, 
learning, and health promotion among the elderly (Bartlett, 
1984; Heckler, 1985; Rudman, 1988). The elderly have held 
positive views toward learning; they have found it rewarding 
and satisfying (Alywahby, 1989; Heckler, 1985). 
Patient education has been primarily the responsibility 
of the nurse. The GNC has provided patient education in the 
acute care setting while implementing discharge planning. 
This education has included information about the patient s 
disease and ways to promote health (Haddock, 1991; Rudman, 
1988). The promotion of healthy behavior has increased 
patients' self-esteem (Perry & Potter, 1989). 
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The GNC has been educationally prepared to accurately 
assess the needs of the elderly patient. Once this 
assessment has been made the GNC has incorporated the 
patient in the health care regime through teaching and the 
implementation of early discharge planning. When needs have 
been met and patients have gained independence, a subsequent 
increase in health status has been anticipated (Haddock, 
1991; Naylor, 1990; Kennedy et al., cited by Naylor, 1990; 
Rudman, 19 88 ) . 
A further relationship existed between the initiation 
of early discharge planning and decreased length of stay 
(Farren, 1991; Holden, 1989). Early intervention into the 
discharge planning process for elderly patients that 
included teaching by the GNC has promoted earlier discharge 
from the acute care setting and better prepared patients for 
self-care in the home (Kennedy et al., cited by Naylor, 
1990; Naylor, 1990). 
Finally, a limited amount of literature existed 
relating to the impact of teaching by the GNC on length of 
hospital stay and health status, particularly in elderly 
patients. Therefore, the need has been established for more 
research in the area of improved health status and decreased 
length of stay of the hospitalized elderly patient and the 
impact of teaching by the GNC upon these variables. 
Chapter III 
The Method 
The purpose of this study was to assess the benefits to 
the patient of the Geriatric Nurse Clinician (GNC) role 
within the hospital setting. In this chapter, methods used 
to evaluate the variables of interest are identified. The 
research design, population, and sample are described, and 
instruments utilized for the measurement of variables are 
discussed. Procedures for data collection, technigues for 
data analysis, and testing of each research hypothesis are 
explained. 
Design of the Study 
The design selected to achieve the purpose of this 
study was quasi-experimental design. According to Polit and 
Hungler (1991), the purpose of experimental research has 
been to test "hypothesis of cause—and-effeet relationship 
between variables" (p. 151). Experimental research has been 
characterized by three properties. These properties have 
been manipulation, control, and randomization. Quasi-
experimental research, on the other hand, may have lacked 
either control or randomization. It must, however, have 
involved the manipulation of an independent variable. This 
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study lacked randomization and the independent variable to 
be manipulated was the teaching program. 
Variables 
The dependent variables were the length of hospital 
stay and the patient's health status at discharge as 
determined by the GNC's assessment. The independent 
variable was the individualized researcher-designed teaching 
program which sought to incorporate the patient into the 
health care regime. The controlled variables were the 
patient's age, disease entity, and mental status. 
Intervening variables may have included the patient's (a) 
anxiety level, (b) severity of disease, (c) previous health 
history, (d) previous health teaching, (e) existing health 
habits, (f) the degree of compliance with the therapeutic 
regime, (g) the presence of support systems, and (h) the 
level of the patient's desire to participate in health care 
regime. 
Operational Hypotheses 
The hypotheses developed for this study were 
Ho : When the health status at discharge of elderly 
patients who are admitted to the hospital with pneumonia and 
participate in an individualized researcher designed 
teaching program are compared, using the t test, to the 
health status at discharge of elderly patients who are 
admitted to the hospital with pneumonia and do not 
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participate in the teaching program, there will be no 
significant difference at the .05 level. 
HO2: When the length of hospital stay of elderly 
patients who are admitted to the hospital with pneumonia and 
participate in an individualized researcher-designed 
teaching program are compared, using the t test, to the 
length of hospital stay of elderly patients who are admitted 
to the hospital with pneumonia and do not participate in the 
teaching program, there will be no significant difference at 
the .05 level. 
Limitations 
The limitations of this study included 
1. The study was limited to subjects over age 55 
years; therefore, findings may not be generalizable to other 
age groups. 
2. The study was limited to a rural area; therefore, 
the findings may not be generalizable to a metropolitan 
area. 
3. The study was conducted using only one disease 
entity; therefore, the findings may not be generalizable to 
other disease entities. 
4. This study was conducted using a quasi-experimental 
design that lacked randomization; therefore, the system of 
assignment of patients to the two groups may have created 
systematic bias. 
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5. This study may have been limited by the 
researcher/subject interaction which may have caused bias. 
Setting, Population, and Sample 
The setting for this study was a 650-bed not-for-profit 
hospital located in rural Northeast Mississippi. The 
hospital has been considered a community hospital that 
admits 26,000 patients annually, one third of which are 
Medicare patients. This hospital has served 25 counties, 19 
in Northeast Mississippi and 6 in Northwest Alabama (V. 
Billingsley, personal communication, May 1, 1992). 
Health services offered by the hospital have included 
acute surgical and medical care, diagnostic as well as 
preventive, promotional, therapeutic, and rehabilitative 
services. Most conditions have been treated effectively at 
the hospital. Emergency care has been provided by the 
hospital on a 24-hour-a-day basis. A diversity of 
outpatient services has been offered by the hospital as well 
as off-campus surgery (North Mississippi Medical Center, 
1984). The total number of outpatients and emergency room 
patients for the fiscal year ended September 1991 was 77,809 
(J. Tomlinson, personal communication, May 1, 1992). 
To perform the services mentioned, the medical center 
employed 3,500 full-time and part-time employees, 850 of 
which were registered nurses (L. Gholston, personal 
communication, May 1, 1992). The medical staff was composed 
of many specialists as well as general practitioners. 
Hospital services were available to all patients without 
regard to race, color, sex, age, religion, or national 
origin. 
The population selected for this study consisted of all 
patients age 55 years and older, admitted with a primary 
diagnosis of pneumonia during the time of data collection. 
The sample (N = 10) was divided into two groups. The 
experimental group (n = 5) included the first, third, fifth, 
seventh, and ninth patient admitted to this hospital with 
pneumonia during the time of data collection, who passed the 
mental status examination, agreed to participate in the 
study, and received the researcher-designed teaching program 
for pneumonia. The control group (n = 5) consisted of the 
second, fourth, sixth, eighth, and 10th patient admitted to 
this hospital with pneumonia during the time of data 
collection who passed the mental status examination and 
agreed to participate in the study but did not receive the 
teaching program for pneumonia. 
Methods of Data Collection 
Human Rights 
To protect the human rights of the research subjects, 
permission was obtained from the Committee on the Use of 
Human Subjects in Experimentation at Mississippi University 
for Women (see Appendix A). In order to access the hospital 
patients, written consent was obtained from the hospital 
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patients, written consent was obtained from the hospital 
administrator (see Appendix B) and physicians (see Appendix 
C). Appropriate patient consent was obtained to implement 
the study (see Appendices D and E). 
Instrumentation 
Mental status assessment. This tool, adapted from a 
multidimensional functional assessment tool (OARS) designed 
by Duke University (1978), was used to measure patients' 
alertness and orientation to the surroundings (see Appendix 
F). This tool assessed the patients' cognitive ability to 
retain information and follow instructions. The patients 
were presented the questions in conversation and scored by 
the researcher as to whether the patients could participate 
in the study. Patients scoring 3 or less (errors) were 
accepted into the study. Question 10 was omitted from the 
assessment because it was considered confusing by the 
participants and the researcher. 
Assessment of patient's desire to participate—in—health 
care regime. A researcher-designed form was developed to 
assess the patient's desire to participate in the health 
care regime (see Appendix G). This indicator was identified 
as an intervening variable. The patient was asked to answer 
the questions contained in the tool. There were 9 possible 
points and patients scoring 6 to 9 were classified as 0 and 
those scoring less were classified as 1. A score of 0 
indicated a desire to participate and a score or 1 indicated 
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no desire to participate in the health care regime. This 
score was then entered on the health status evaluation. 
Anxiety level. A researcher-designed form was 
developed to assess the anxiety level of patients (see 
Appendix H, Part 1). The researcher considered the need to 
assess anxiety because level of anxiety had been identified 
as an intervening variable. The anxiety level of the 
patient was assessed on admission and on discharge and 
classified by the researcher as to class 0, 1, or 2. The 
score of 0 indicated the least anxious patient. This score 
was then entered on the health status evaluation. 
Severity of illness. A researcher-designed form was 
developed to assess the severity of disease (see Appendix H, 
Part 2). The PPS has assigned the DRG of pneumonia into one 
of two categories as to severity of disease. For this 
reason, this researcher identified severity of disease as an 
intervening variable. Severity of disease was assessed when 
evaluating the health status on admission and on discharge. 
Severity of disease class 0, 1, or 2 was entered on the 
health status evaluation. Patients scoring 0 were 
classified as the least severe. 
Evaluation of health status on admission/discharge. A 
researcher-designed form was developed to evaluate health 
• • ~ — t̂-iH rl i =;charcfe (see Appendix H, Part 3) . status on admission and discnaxgw v 
The instrument was designed to measure the health status of 
hospitalized elderly patients with pneumonia. Health status 
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at the time of discharge was the dependent variable for this 
study. This instrument had no established reliability or 
validity. It was assumed, however, to have face validity 
since it was designed after a careful and extensive review 
of literature and with the help of expert advice. Scoring 
was determined by the researcher, depending on the mean 
results of the scores for the severity of disease and level 
of anxiety. Scores ranged from 0 to 2 with 0 indicating the 
best health status with the least anxiety and the least 
severity of disease. 
Researcher-designed teaching program. The teaching 
program was designed after a careful review of literature 
and with the help of experts in the field of clinical 
nursing (see Appendix I, Parts 1, 2, and 3). The teaching 
program represented the independent variable for this study. 
Presentation to the patients occurred after their initial 
assessment was completed. Patients in the experimental 
group received the program within the first 24 hours of 
hospitalization. Patients in the control group could elect 
to receive the teaching program after they were discharged. 
Discharge interview. A researcher—designed discharge 
interview form was developed (see Appendix J). This 
researcher used this tool to measure the patients' overall 
feeling about themselves. It was scored qualitatively by 
the researcher to be used in the overall evaluation of the 
results of this study. 
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Procedures 
After reviewing written authority from the proper 
administrative personnel of the hospital, the researcher met 
with admissions personnel. Instructions were given for 
categorizing admissions according to age and diagnosis. 
Data collection began during the last week of January 
1992. Admissions were categorized beginning on January 24, 
1992, at 12:01 a.m. by hospital admissions personnel. The 
researcher began sample selection at 3:00 p.m. on January 
24, 1992 . This was accomplished by visiting the hospital to 
obtain names and location of the patients who had been 
admitted since midnight with the primary diagnosis of 
pneumonia and age 55 years or older. The sample number was 
reached by adding those patients who met the criteria for 
selection and had been admitted since midnight on January 
24, 1992, to the patients who met the criteria for selection 
and were admitted within the next 2 weeks until the number 
of patients willing to participate in the study reached 10. 
Each weekday during these 2 weeks, the researcher obtained a 
categorized listing of subjects admitted within the most 
recent 24-hour period. 
After a physician's written permission was obtained, 
the researcher interviewed the prospective subjects to 
determine whether they desired to participate in the study. 
Initial approach of the prospective subject was made as soon 
as possible after admission and no latter than 24 hours. If 
the subject desired to participate and passed the mental 
status assessment, an initial health status examination was 
done. During this selection process the first, third, 
fifth, seventh, and ninth subjects willing to participate in 
the study were placed in the experimental group. The 
second, fourth, sixth, eighth, and 10th subjects willing to 
participate were placed in the control group. Additionally, 
for the subjects in the experimental group the teaching 
program was begun. If, during the selection process, a 
patient meeting the criteria for selection was not willing 
to participate in the study, the name was deleted from the 
list and no further contact was made. This selection 
continued until the total number of participants reached 10. 
Subjects placed in the control group during the 
selection process were initially examined within 24 hours of 
admission. No subsequent visits were made during the 
subject's hospitalization until the day of discharge. These 
subjects were examined according to the evaluation of the 
health status examination form at some time during the last 
hospital day. 
The last day that a patient could have been admitted 
and still considered for selection in the study was February 
10, 1992. The last day for data collection was February 15, 
1992 . 
According to the hospital's most recent computerized 
DRG guidelines, the length of stay assigned for patients 
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admitted with the primary diagnosis of pneumonia age 55 
years or older ranged from 5.7 days to 7.1 days depending on 
the severity of disease. With this in mind the researcher 
presented the teaching program to subjects in the 
experimental group in the following manner. 
During the first visit an initial assessment was done 
and the program was introduced (see Appendix I, Part 1). A 
fact sheet was left with the patient (see Appendix I, Part 
2). Assessment of the patient's desire to participate in 
the health care regime took place with the patient and 
significant other, if present, in order to formulate an 
individualized health care regime. Within the next 4 to 5 
days, the teaching program was carried out as designed (see 
Appendix I, Part 3). 
Within the second 24 hours of hospitalization the 
researcher introduced the teaching program to the patient. 
Within the second day of hospitalization the researcher 
began the intervention phase of the teaching program. By 
the fourth day of the subject's hospitalization, the 
prevention phase was implemented. If the subject remained 
longer than 5 days in the hospital, daily visits were made 
thereafter to promote a feeling of continuity of care to the 
patient. During these visits the researcher answered any 
questions and encouraged continued adherence to medical 
regime. 
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At any given time during data collection the researcher 
was involved in different stages of the teaching program 
with any one of the 5 subjects. To eliminate the 
possibility of a subject in either the control or the 
experimental group being discharged before the discharge 
assessment could be made, the patient's chart was flagged 
with a request that the researcher be contacted when the 
subject's discharge became eminent. By being so informed, 
the researcher was able to organize each subject's visits 
and discharge examination to coincide with the patient's 
schedules. This eliminated last-minute discharge delays 
and/or the researcher being unable to assess the patient on 
the discharge date. Subjects in the control group were 
evaluated by the researcher in the same manner as the 
experimental group but were not involved in the teaching 
program. 
Methods of Data Analysis 
After the data collection process was complete, length 
of hospital stay was determined. This was done by counting 
the number of days the subject was in the hospital. The day 
of admission was counted as the first day and the day of 
discharge was counted as the last day. Secondly, the health 
status of each subject on admission and discharge was 
calculated. To obtain this calculation the researcher found 
the mean of raw scores for each subject on admission and on 
discharge. The admission health status was calculated by 
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determining the mean of the anxiety level score and the 
severity of disease score for each subject. The discharge 
health status was calculated in the same manner. Scores for 
the experimental group versus scores for the control group 
were compared using the t test. This statistical test was 
chosen because of the suitability for testing differences of 
group means where the sample size is small. The sample was 
described using descriptive statistics. 
Chapter IV 
The Findings 
The purpose of this quasi-experimental study was to 
assess the benefits to the patient of the Geriatric Nurse 
Clinician (GNC) role within the hospital setting. The 
researcher sought to demonstrate such benefits through 
teaching and incorporating the patient into the health care 
regime. Anticipated benefits of the teaching program by the 
GNC were decreased length of hospital stay and improvement 
in the health status of the elderly patient at the time of 
discharge. This chapter includes a description of the 
sample and data analysis. 
Sample Profile 
A total of 10 subjects were chosen from the population 
of patients who met the inclusion criteria. The criteria 
included age 55 years and older and admission to the 
hospital with the primary diagnosis of pneumonia. 
Prospective subjects were interviewed to ascertain their 
willingness to participate in the study and their ability to 
pass the mental status examination (OARS). The mental 
status examination established the patients' cognitive 
ability and orientation to person, place, and time. After 
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passing the mental status examination, the subjects were 
assigned to either the experimental group or the control 
group. Sample selection continued until there were 5 
subjects in each group. Data collection occurred during 
January 24, 1992, to February 15, 1992. 
Experimental group. The experimental group 
participated in the teaching program. This group consisted 
of 5 subjects whose age ranged from 55 years to 87 years 
with a mean age of 71 years. Four subjects were female and 
1 subject was male. Marital status varied. Two subjects 
were married, 2 subjects were widowed, and 1 subject was 
divorced. There was one subject who was employed, 1 subject 
was unemployed, 1 subject was disabled, and 2 subjects were 
retired. Only one of the group had a history of smoking. 
These data are presented in Table 1. 
Control group. The control group did not participate 
in the teaching program but was offered the teaching plan 
after the study was completed. Three subjects asked to 
receive the teaching program as they were being discharged. 
The control group consisted of 5 subjects whose age ranged 
from 55 years to 75 years with a mean age of 63 years. 
Three of the subjects were males while 2 were females. Four 
subjects were married and 1 subject was widowed. Employment 
status varied. Two subjects were employed, 2 subjects were 
unemployed, and 1 subject was retired. Only one of this 
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group had a history of smoking. These data are presented in 
Table 1. 
Table 1 
Demographic Data of Subjects Including Age, Sex, Marital 
Status, Employment Status, and Smoking History 
K Marital Employment Smoking 
Subject3 Age Sex Status Status History 
E! 86 F Widow None No 
E2 
55 M Married Driver Yes 
E 3 55 F Divorced Disabled No 
E 4 74 F Married 
Retired No 
E5 87 F Widowed 
Retired No 
Ce 68 M Married 
None No 
C7 75 F Widowed 
None No 
C8 55 M 
Married Factory Yes 
C9 59 M 
Married Sales No 
n
 
O 56 F 
Married Retired No 
aE = Experimental Group, C — Control Group. 
bF = Female, M = Male. 
Health status. The health status of each subject was 
determined by calculating the mean of the anxiety level 
score and the severity of disease score. The health status 
was determined on admission and on discharge. These data 
are presented in Table 2. 
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The mean health status on admission of the experimental 
group was 1.1. The mean health status on admission of the 
control group was 1.1. The mean health status at discharge 
of the experimental group was 0.4. The mean health status 
at discharge of the control group was 0.2. 
Length of hospital stay. The length of hospital stay 
for each subject was determined by counting the number of 
days the subject was in the hospital. The day of admission 
was counted as the first day and the day of discharge was 
counted as the last day. These data are presented in Table 
2. 
The mean length of stay of the experimental group was 
7.4 days. The mean length of stay of the control group was 
8.6 days. 
Assessment of the patient's desire to participate in 
the health care regime. An assessment of the patient's 
desire to participate in the health care regime was assessed 
because the degree to which a patient desires to become 
involved in the health care regime was identified as an 
intervening variable. There were 9 possible points, and 
patients scoring 6 to 9 were classified as 0 and those 
scoring less were classified as 1. A score of 0 indicated a 
desire to participate and a score of 1 indicated no desire 
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Discharge interview. A discharge interview was 
conducted to obtain a general overall response by the 
subjects to the study. These responses were evaluated 
qualitatively by the researcher and did not enter into the 
data analysis. 
Results of Data Analysis 
To achieve the purpose of this research, two hypotheses 
were generated. Data analysis was completed using the t 
test. 
Ho : There will be no significant difference in health 
status at discharge of patients who participate in a 
teaching program for pneumonia and those who do not 
participate. To test this hypothesis, the researcher 
compared the health status at discharge of patients in the 
experimental group to the control group using the t test at 
the .05 level of significance. Since t(10) = .90, p = .05, 
the researcher failed to reject Ho^ These data are 
presented in Table 3. 
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Table 3 
Comparison of Health Status at Discharge Using the t Test 
Group M SD t 
Experimental9 .4 .4183 
Controlb .2 .2739 
an = 5. bn = 5. 
p — .05 . 
HO2 : There will be no significant difference in the 
length of hospital stay of patients who participate in a 
teaching program for pneumonia and those who do not 
participate. To test this hypothesis, the researcher 
compared the length of hospital stay of patients in the 
experimental group to the control group using the t test at 
the .05 level of significance. Since t(10) = .58, p = .05, 
the researcher failed to reject Ho2. These da^a are 
presented in Table 4. 
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Table 4 
Comparison of Length of Hospital Stay using the t Test 
Group M SD t 
Experimental3 7.4 1.5733 
Control" 8.6 4.3359 
a _ b n = 5. n = 5 . 
p = .05 . 
Additional Findings 
When conducting the discharge interview, the researcher 
evaluated the results qualitatively. For example, one part 
of the Discharge Interview asked the following question: 
During this hospital experience, what knowledge have you 
gained that will enable you to have increased control over 
your health status in the future? All subjects in the 
experimental group gave at least one example of knowledge 
they had acquired during the hospitalization. The subjects 
in the control group did not indicate any increase in 
knowledge related to their illness. Results of the 
discharge interview indicated that the teaching program had 
been received positively by the experimental subjects. 
Chapter V 
The Outcomes 
Medicare's Prospective Payment System (PPS) created 
economic constraints in the delivery of health care. The 
PPS confronted nurses with the reality of financial 
limitations to quality patient care. Nursing intervention 
has focused on improving the health status of patients at 
discharge, and hospitals have looked for ways to decrease 
the length of stay for Medicare patients. 
The purpose of this quasi-experimental study was to 
assess the benefits to the patient of the Geriatric Nurse 
Clinician (GNC) role within the hospital setting. The 
operational hypotheses stated that there would be no 
significant difference in the health status at discharge and 
no significant difference in the length of hospital stay 
between elderly patients admitted to the hospital with 
pneumonia who participated in an individualized researcher-
designed teaching program for pneumonia and those who did 
not participate. 
The independent variable was the teaching program. The 
dependent variables were the patient's health status at 
discharge and the length o£ hospital stay. The controlled 
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variables were the patient's age, disease entity, and mental 
status. 
The setting for this study was a 650-bed not-for-profit 
hospital located in rural Northeast Mississippi. The 
population selected was all patients, age 55 years and 
older, admitted to the hospital with a primary diagnosis of 
pneumonia during the time of data collection. The sample 
included the first 10 patients from the population who 
passed the mental status examination and agreed to 
participate in the study. 
Summary of Findings 
The sample consisted of one control group (n = 5) and 
one experimental group (n = 5). Data collection consisted 
of assessing the subjects in both groups on admission and 
discharge to determine their health status. Length of 
hospital stay was also determined for each group. The mean 
health status at discharge of each group was then compared 
using the t test. The mean length of hospital stay for each 
group was also compared using the t test. 
The t test analysis of the data indicated that there 
was no significant difference at the .05 level in the health 
status at discharge of patients who participated in the 
teaching program for pneumonia and those who did not 
. . ^ thpre was failure to reject the participate; therefore, tnere was 
4- 4-^=1- analvsis of the data further hypothesis. The t test anaiy 
^ einnificant difference at the .05 indicated there was no signinoanu 
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level in the length of hospital stay of the patients who 
participated in the teaching program and those who did not 
participate. The data analysis resulted in failure to 
reject the hypothesis. 
Discussion 
In this study, the researcher sought to establish the 
importance of the GNC role within the hospital setting. 
Through demonstration of teaching and incorporating the 
patient into the health care regime, reduction of length of 
hospital stay and improvement in health status at discharge 
of elderly patients hospitalized with pneumonia was 
expected. However, the findings from this study indicate 
that patients in the experimental group who participated in 
the teaching program, implemented by a GNC, experienced 
neither a shortened length of hospital stay nor an improved 
health status at discharge. 
These findings contradict several studies concerning 
benefits of the GNC role within the hospital setting. 
Burley and Currie (cited by Boyer et al., 1986) found that 
the introduction of geriatric consultants on a hospital's 
acute medical ward resulted in shortened length of stay. 
Studies by Brooten et al. , Burgen et al., and McCorkle 
(cited by Naylor, 1990) documented earlier hospital 
discharge and health care savings when examining the 
efficacy of interventions by master's prepared clinical 
nurse specialists in post-hospitalization outcomes. Boyer 
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et al. (1986) indicated that prompt nursing assessment made 
by geriatric nurses who provided for early initiation of 
discharge planning needs resulted in an improved health 
status at the time of discharge. 
Findings from the current study do not support a study 
by Naylor (1990) who conducted a randomized clinical trial 
to examine the effects of a comprehensive discharge planning 
protocol implemented by a GNC as compared to the hospital's 
general discharge planning procedure. Naylor found a 
significant difference in the number of subjects who were 
rehospitalized during the study period. Four subjects were 
in the experimental group, and 11 were in the control group. 
Naylor concluded that the patients in the experimental group 
experienced an increase in health status that accounted for 
the decreased number of rehospitalizations. 
Findings from the current study relating to the length 
of hospital stay contradict studies by other researchers. 
One possible explanation for this contradiction is the small 
sample size (N = 10). When using the t test for statistical 
analysis, an increased chance for significant difference 
exists as the sample size increases. The finding of 1.2 
days difference in the length of hospital stay for the two 
groups appeared to the researcher to be significant. When 
comparing this finding to findings from other studies, this 
difference is greater than the difference in the studies 
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that were reported as significant. This can best be 
explained by noting the larger sample size in other studies. 
Farren's (1991) study involved 432 patients and 
assessed length of hospital stay after early initiation of 
discharge planning. Farren found significant difference in 
the mean length of hospital stay for the experimental group. 
This difference was reported as 0.81 days. Another study by 
Holden (1989) involving elderly patients where the sample 
(N = 219) size was large reported a significant difference 
in the mean length of hospital stay. This study involved 
early discharge planning and the experimental group 
experienced a difference of 0.2 days of excess stay shorter 
than the control group. 
The Neman Systems Model (Neuman, 1982) was used as the 
theoretical framework for this study. Neuman assumed man to 
be an open system in contact with his environment: external 
or internal. Man's internal environment consisted of past 
experiences and coping methods, cultural background, and 
developmental age. This environment, when exposed to an 
stressors such as illness, determined 
external environmental stress 
how man reacted to those stressors and their conseguent 
effect on him. The study did not assess the patient's 
internal environment. individual reactions to the 




However, the goal of Neuman's Systems Model was system 
stability (Riehl & Roy, 1980). System stability has been 
achieved through nursing intervention. The teaching program 
in this study, as an intervention by the GNC, and 
incorporating the patient into the health care regime may 
have reduced the patient's reaction to the stressor of 
pneumonia. The researcher-designed instrument utilized by 
this study was not intended to measure the degree to which 
the patient reaction to the stressor may have been reduced. 
Additionally, this instrument was not designed to measure 
the degree to which the patient utilized the information 
from the teaching program to reduce future reactions to 
other stressors. Intervention by the GNC utilizing the 
teaching program may have enhanced the patient's desire to 
maximize his/her health status, thus strengthening the 
flexible line of defense against environmental stressors. 
Findings from this study may reflect problems with the 
design of the study. This quasi-experimental research 
lacked randomization, and systematic bias may have been 
created as groupings for patients were predetermined before 
admission. Subjects were controlled for age, disease 
entity, and mental status. The findings may have been 
significant if more than one disease entity had been studied 
and the age control had been lowered to include all adults. 
The researcher did not control for past health history, 
existing health habits, nor previous health teaching. These 
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factors were identified as intervening variables and may 
have interfered with the results of this study. The 
presence of support systems was not assessed quantitatively, 
but the quality of this variable appeared to be important to 
the patient's overall ability and desire to comply with the 
therapeutic regime. For example, the patients with family 
members in attendance appeared to receive encouragement to 
participate in the health care regime. 
The researcher-designed instrument used for assigning a 
health status score to each subject may not have measured 
the exact criteria needed to classify the patient's health 
status. Criteria did not include any assessment of the 
patient's chest x-rays, arterial blood studies, nor cardiac 
status. Furthermore, subjects in both groups had different 
physicians, and the criteria used to decide the patient's 
eligibility for discharge may have been different. This 
difference may have resulted in lengths of stay not 
necessarily congruent with common standards. The patients 
were admitted to different hospital units and may not have 
received comparable nursing care. The researcher did not 
include the unit nurses in the teaching program. To have 
done so might have increased the patient's involvement in 
the health care regime. AH subjects indicated a desire to 
become involved in the health care regime, but all nurses 
may not have encouraged this involvement to the patient's 
maximum potential. 
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Limitations of this study included the area in which 
the study was conducted. The hospital used for the study 
was located in a rural area, and the existing health habits 
and previous health teaching may have biased the results. 
Health promotion has not always been available to elderly 
patients in a rural area. When such activities were 
available, the cost may have been prohibitive to the elder. 
One patient asked the researcher how much the daily visits 
and the teaching program was going to cost. The researcher 
believes that other patients may have been concerned about 
the cost and just did not ask the question. If cost was a 
concern, some bias may have existed with regard to reception 
of the program. 
Another limitation identified in this study was the 
researcher/subject interaction. One patient would not make 
a decision to be a participant until she gained physician 
approval, although the researcher assured the patient that 
their personal physician had granted permission for them to 
be involved in the study. On this basis, distrust of the 
researcher may have been a significant factor in the outcome 
of this study. 
Conclusions 
The researcher concluded that elderly patients 
hospitalized with pneumonia did not experience a shortened 
length of hospital stay nor an improved health status at 
discharge after their participation in a teaching program 
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for pneumonia as implemented by a GNC in the hospital 
setting within the confines of this study. The researcher 
also concluded that the GNC's assessment of health status 
should include previous health history, previous health 
teaching, existing health habits, and the presence of 
support systems. The researcher further concluded that the 
GNC should be sensitive to the patient's guestions, perhaps 
unspoken, regarding cost of teaching programs that may be 
viewed by the patient as outside the normal care. 
Implications 
This study about the benefits of the GNC role within 
the hospital setting holds implications for nursing 
practice, nursing theory ana research, and nursing 
education. 
Nursing practice. Findings from this study implied a 
need for the GNC role to be established within the hospital 
setting, enabling all geriatric patients to take part in a 
teaching program designed for their disease entity. When 
the patient has been incorporated into the health care 
regime and received teaching promoting wellness and 
continuity of care after discharge, the patient can be 
discharged within the apportioned length of time for the 
disease entity. This results in financial benefits to the 
hospital and the patients are better prepared to care for 
themselves after discharge. 
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Nursing—j.esearch/theory. Neurnan 1 s Systems Model 
(Neuman, 1982) established the role of nurse as an 
intervenor. There has been limited research on the 
importance of the GNC role within the hospital setting. 
Findings from this study provide insight into the need for 
research to establish the effect of teaching upon the health 
status and length of stay for all hospitalized patients. 
Findings from this study reinforce the need for continued 
investigation of the impact of the GNC role in the hospital 
setting upon the health status at discharge and the length 
of hospital stay of the elderly. If such a relationship can 
be indicated, the GNC role within the hospital setting might 
readily be established. 
Nursing education. Findings from this study indicated 
the need to implement within nursing curricula increased 
content focusing on care of the elderly and their unique 
response to illness. The introduction of reaching 
interventions specific to care of the elderly at the 
graduate level was also indicated. 
Recommendations for Further Study 
1. Replicate this study using a larger sample. 
2. Replicate this study using other disease entities. 
3. Replicate this study in other settings. 
4. Replicate this study and incorporate the 
workina on the unit where the study is involvement of nurses working 
conducted. 
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5. Refine the research instrument to include 
assessment of chest x-rays, arterial blood studies, and 
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Institution's Memorandum of Agreement 
Title of Study: 
Benefits of the Geriatric Nurse Clinician Role Within 
the Hospital Setting: A Quasi-Experimental Study 
The study has been discussed with and explained to me. 
I will permit the patients of this institution, who wish to 
do so, to participate in this experimental research study. 
Data from this study could increase the health status at 
discharge and decrease the length of stay of hospitalized 
elderly patients with pneumonia. 







PHYSICIAN'S MEMORANDUM OF AGREEMENT 
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Physician's Memorandum of Agreement 
Title of Study: 
Benefits of the Geriatric Nurse Clinician Role Within 
the Hospital Setting: A Quasi-Experimental Study 
The study has been explained to me, and I will permit 
my patients, who wish to do so, to participate in this 
experimental research study. Data from this study could 
increase the health status at discharge and decrease the 
length of stay of hospitalized elderly patients with 
pneumonia. 






SUBJECT CONSENT FORM A 
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Subject Consent Form A 
Title of Study: 
Benefits of the Geriatric Nurse Clinician Role Within 
the Hospital Setting: A Quasi-Experimental Study 
My name is Gena Vail. I am a registered nurse and a 
Geriatric Nurse Clinician student at Mississippi University 
for Women in Columbus. I am conducting an experimental 
research study on the effects of teaching by the Geriatric 
Nurse Clinician on the health status and length of stay of 
hospitalized elderly patients with pneumonia. 
Nature of Patient's Participation 
I have received an explanation of the purpose of this 
research study, and I understand the following: 
That I will be given instructions about my diagnosis, poten 
tial complications, medications and their side effects an 
suggestions for enhancing my lifestyle in order to promo e 
the highest level of health attainable by the time o is 
charge. 
my health status. 
That I may withdraw from the study at any uxme. 
That all information will be confidential. 
That no names will be used in the study. 
That my participation 
services I receive. 
i o n/nonparticipation will not affect the 
Date 
The researcher explained this s 
date given. 
Patient's Signature 
tudy to the patient on the 
Researcher 
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Subject Consent Form B 
Title of Study: 
Benefits of the Geriatric Nurse Clinician Role Within 
the Hospital Setting: A Quasi-Experimental Study 
My name is Gena Vail. I am a registered nurse and a 
Geriatric Nurse Clinician student at Mississippi University 
for Women in Columbus. I am conducting an experimental 
research study on the effects of teaching by the Geriatric 
Nurse Clinician on the health status and length of stay of 
hospitalized elderly patients with pneumonia. 
Nature of Patient's Participation 
I have received an explanation of the purpose of this 
research study, and I understand the following: 
That at the time of discharge I will receive a health status 
examination and will answer questions about my perception o 
my health status . 
That I may withdraw from the study at any time. 
That all information will be confidential. 
That no names will be used in the study. 
That participation/nonparticipation will nou aff 
services I receive. 
Patient's Signature 
Date 
bhis study to the patient on the 





MENTAL STATUS ASSESSMENT 
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Mental Status Assessment 
1. What is the ( 
2. What day of 
3. What is the 
4. What is your 
is your street address?) 
5. How old are you? 
6. When were you born (month/day/year)? 
7. Who is the current president of the United States? 
8. What was the president just before him? 
9. What was your mother's maiden name? 
10. Subtract 3 from 20 and keep subtracting 3 from each new 
number you get, all the way down. 
0—2 errors = intact 
3-4 errors = mild intellectual impairment 
5-7 errors = moderate intellectual impairment 
8-10 errors = severe intellectual impairment 
Allow one more error if subject had only grade school 
education. 
•-F enhiort has had education beyond 
Allow one fewer error if subjec 
high school. 
4T ^ v-ii^rks regardless of education 
Allow one more error for blacks, 
criteria. 
Adapted from: tt .. .jimpnoinnal functional 
Duke University. ( 1978). : purham, NC: Autnor. 
assessment: The O A R S_jnethpdologY• Durn 
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Assessment of Patient's Desire to Participate 
in Health Care Regime 
1. Do you want to help set up health care plan or would 
you rather be told what to do? 
Help 
Told 
2. Do you wish to be informed about your diagnosis and 
overall treatment plan or would you rather be told what 
to do and when? 
Informed 
Told 
3. Do you wish to get better? 
Yes 
No 
4. Will you do breathing exercises as directed? 
Yes 
No 
5. After this illness is over, do you want to know what 
you can do to stay as healthy as possible? 
Yes 
No 
6. Do you consider your health your responsibility or the 
responsibility of the health ca^e provi 
Yours 
Provider 
7. If you are given specific ollovTthem? 
exercise, and/or smoking, w Y 
Diet: Yes No 
Exercise: Yes 
Smoking: Yes ° 
Class Enter factor on Part 3 of Appendix H. 
APPENDIX H 
PART 1: ANXIETY LEVEL 
PART 2: SEVERITY OF DISEASE 






Class O Class 1 Class 2 
HR < 100 100-120 > 120 
Resp < 20 20—2 > 24 
BP < 130/180 130/80 - 150/50 > 150/90 















































Severity of Disease 
Class O Class 1 Class 2 
RR 12-18 20-30 > 30 
Temp 98°- 99.5° 99.5°- 101° < 98° or > 101° 
HR 60-90 90-110 < 60 or > 110 
Pulse Strong Weak Irregular 
Breath 
Sounds 
No fremitus, rubs, 










2 or more lobes 
BP 100/150 - 138/80 90/50 - 100/50 
140/80 - 150/90 
< 90/50 or 
> 150/90 
Dyspnea None Mild 
Moderate to 
severe 




Skin Warm/Dry Warm/Moist 
Cool/Damp 
Color Pink Pale 
Dusky 








< 10 pk/yr Hx 
> once 



















In bed prior to 
hospitalization 
Cannot sit up 
*Presence 
.„ rlass 2 indicates overall 
of 3 or more characteristics 
classification of 2. 
Severity of Disease Class 
(Enter factor on Part 
3 of Appendix H) 
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Part 3 
Evaluation of Health Status 
on Admission/Discharge 
Subject Initials: Admission Date: 
Room Number: Timel 
Hospital Number: Discharge Date: 
Doctor: Timel 
Demographics Anxiety Level: 
Age: (Factor from Appendix H, 
Sex: Part 1) 
Marital Status: Severity of Disease 
Employment: _____ Class 
Hobbies: (Factor from Appendix H, 
Smokes: Part 2) 
Desire to participate 
Class 











Cough: Presence Yes No 
Productive Yes N< 
Dyspnea: Presence Yes 









Breath Sounds: Rales 
Rubs 
Rhonchi 





PART 1: EXPLANATION OF TEACHING PROGRAM 
PART 2: PNEUMONIA FACT SHEET 
PART 3: TEACHING PROGRAM 
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Part 1 
Explanation of Teaching Program 
During this experiment I will be teaching you about the 
nature of your disease and how it affects your body 
functions . 
I will also explain your treatment regime to you and 
your family if they desire to be present. This regime will 
include your medications, diet, activity, environment, and 
treatments. We will discuss ways of preventing a 
reoccurrence of pneumonia and ways you and your family can 
attain your highest level of wellness. 
I will visit you each day and you can discuss any 
feelings about your treatment and ask whatever questions 
come to mind. 
By working together we can increase youi. awaren 




MUW Graduate Student 
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Part 2 
Pneumonia Fact Sheet 
1. Definition: An inflammation of the tissues of the lung 
caused by transmission of infected sputum droplets. 
2. Common in winter and spring. 
3. Occurs more often in males. 
4. Signs and symptoms may be absent in the elderly. 
5. Signs and symptoms include cough, sputum, chills, and 
fever. 
6. Smoking and exposure to pollution in the air increase a 
person's chance of getting pneumonia. 
7. Prevention of pneumonia is the best cure. 
8. Vaccine available that will prevent the reoccurrence of 




Assessment to include 
A. History 
1. Smoking, allergies, alcohol, drug habits, 
nutritional habits 




1. Cough and character 
2. Chest pain 
3. Physical limitations of activity 
a. Subjective 
b. Objective 
1) structural defects 
2) General appearance 
C. Anxiety Level 
D. Severity of Disease 
E. Patient's Desire to Participate in Health Care 
Regime 
Introduction 
i fnnrt<on of adult respiratory 
A. Discuss normal functrO. 
system. 
B' t£f adul^eSpi^o^s^eH??" agf = 
92 
^Hld r^"b cage' which limits chest expansion 
(Ebersole & Hess, 1985, p. 200). 
2. Intercostal and accessory muscles weaken and 
diaphragm becomes weaker. 
3. Distribution of inspired air to dependent 
parts of the lungs is less efficient. 
4 . Transmural gradient that is responsible for 
holding airways open is diminished. 
5. Change in areolar structure alters and reduces 
total lung surface area. 
6. Maximum inspiration and expiration pressures 
decline as a result of chest wall 
inflexibility. 
C. Explain other factors that predispose the adult to 
respiratory problems. 
1. Decreased immune response leading to a lowered 
resistance to infection. 
2. Environmental factors. 
D. Fact Sheet--Presented to patient during initial 
assessment/interview. 
III. Intervention 
A. Explain etiology of current treatment wlth 
patient, family, and/or significant others. 
1. Medications (individualized) 
a. Purpose 
b. Dosage 
c. Side effects 
e' Importance^? compliance with entire 
course of treatment 
2. Hydration (iv/po) needed to replace 
- SSS-E.S1 Tr̂ br.and 
liquidize/mobiliz /unless contra-
-




a. Direct administration 
b. Sitting position in bed to ease 
respiration 
c. Elevate chest with pillow for coughing. 
d. Deep breathing exercises/techniques 
1) Self 
2) Physiotherapy 
e. Postural drainage 
f. Humidification 
4. Activity 
a. Frequent position change in bed 
b. Range of motion exercises 
c. Frequent rest periods 
d. Progressive ambulation during febrile 
period 
5. Environment 
a. Need for quiet environment conducive to 
rest 
b. No smoking 
6. Disease course and outcome 
a. Self-limiting 
b. Dry, hacking cough may last up to 2 month 
c. Need for continued rest and care after 
hospitalization . 
d. Look for signs/symptoms of exacerbation 
V. Prevention 
A. Stress need for continuation 
B. Stress need for follow-up as prescribed 
C. Teaching patient and family aspects and etiology 
of prevention of reoccurrence 
1. Vaccination unless contraindicated. This is 
controversial. 
2. Early detection of upper respiratory 
infection. 
• 1- ion to helo maintain resistance 
3. Proper nutrition t 
to illness. 
•f -Fluids to facilitate 
4- Si^Sfiucoas membranes. 
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5. Attainment of proper- oxygenation 
a. Control nonproductive coughing by use of 
hard candy. Nonproductive coughing 
consumes energy needed for other tasks. 
b. Daily breathing exercises 
1. Pursed lip breathing 
2. Abdominal breathing—sitting, lying, 
or standing 
c. Good posture 
d. Daily walking routine facilitates deeper 
breathing 
6. Humidification of home to help keep 
respiratory tract moist and resistant to 
microbial invasion, which often occurs through 
dry and initiated membranes. 
7. Alleviation or reduction of anxiety, stress, 
and fear as these accelerate respirations and 
increase demand of oxygen. 
8. Become aware of exposure to specific 
environmental pollutants. 
Assist patient and family in developing a plan of 
care to maximize their health status by attaining 
their highest level of wellness. 
1 DeveloD plan of care individualized to the 
patient Sithin their lifestyle parameters. 
2. Assist each family member t o _ 
awareness of their own functional abil y 
and susceptibility to disease. 
3. suggest use of support systems available 
within family and cornmunn-y-
4. Seek medical care at onset of any physical 
illness. 
5. Develop and maintain a positive attitude 





Please discuss with me your overall feeling about your self, 




In what ways do you feel prepared to go home? 
What during your stay prepared you to go home? 
In what ways do you feel unprepared to go home?_ 
lat could have been done during your stay to prepare you to 
) home? ~ 
iat can you do to help prevent a reoccurrence of pneumonia. 
re there ways in which your hospital stay could have been 
lortened? 
nat are some of the reasons that make you *.eel the 
tay longer? 
uring this hospital experience, w^a^r ^Jease^control over 
ained that will enable you to have xn 
our health status in the future. . 
hat do you perceive as being most ab°Ut Y°Ur 
xperience as a participant in x 
